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Preface
Margaret Newman's study, Nursing in a Prospective Payment Health
Care Environment, was selected for funding by the University of Minne-
sota Center for Urban and Regional Affairs and the Office of the Vice
President for Academic Affairs because of its social significance to the
citizens of Minnesota. I believe the findings of this study have broad
implications for nursing and health care and am pleased to present it to
you for your consideration as the first of a series of Occasional Papers to
be issued by the University of Minnesota School of Nursing on issues of
concern to the profession.
Within the nursing community much has been written and said since
1983 relative to the projected impact of a prospective payment system, but
little has been documented. Newman's survey of a selected sample of
practicing nurses within a variety of settings reveals an exceptional grasp
of the subtle nature of a broad spectrum of the health care delivery system.
Newman validates what many of us in nursing education and service have
known intuitively before the onset of prospective payment: that the hospi-
tal staff nurse role was essential but only vaguely defined. With shrinking
resources, the nature and exigencies of staff nursing have become accen-
tuated and, therefore, clearly operationalized. For nursing, the study chal-
lenges the present shibbolith of professional preparation for beginning
practice at the staff nurse level. Newman's findings point to disharmony
between the present education of nursing students for professional nurs-
ing practice and the expectations of the marketplace. Thegauntlet is laid
down for those of us responsible for education and service to examine the
described phenomenon of mismatched expectations.
Through the use of a case study of an actual situation, Newman shows
the dehiscence inherent in the present health delivery system. The case
illustrates the price paid in human terms as patients and their families
attempt to navigate through the system and bridge gaps in communication
between disparate elements. Those readers with knowledge of the present
structure will promptly recognize the syndrome. To those who might not,
the case provides a caveat emptor.
It is the responsibility of disciplines in colleges and universities to period-
icallyinterject positions that test the validity of existing ideas and long-held
beliefs. Newman's study challenges some of the beliefs of the health
professions from the standpoint of both education and the present delivery
system. It is hoped that this monograph will increase awareness and
dialogue within and among the health professions.
Ellen T. Fahy, Dean
School of Nursing
University of Minnesota
November 1986
INTRODUCTION
A major shift in health care financing has occurred in response to rising
costs of health care services. In an effort to control Medicare expenditures,
Congress passed legislation in 1983 changing the method of hospital
reimbursement from a cost-based restrospective system to a prospective
payment system based on diagnosis related groupings (DRGs). Hospital
costs exceeding the DRG payment are absorbed by the hospital; costs less
than the designated amount yield a surplus for the hospital. In Minnesota
other forms of health care financing, specifically health maintenance
organizations (HMOs) and self-insured employers, have similar payment
systems and it is anticipated that some form of prospective payment will
pervade the entire spectrum of health care financing. Minnesota Senator
Durenberger (1986) has been quoted assaying: "We want to prospectively
price not only Medicare services but eventually Medicaid and all personal
health care services regardless of provider or setting."
One of the results of the implementation of prospective payment sys-
tems is a shortened hospital stay, with more intensified home care. Under
the guidelines developed by Medicare, and by many of the HMO's, patients
cannot be admitted to hospitals without pre-admission screening to
determine whether or not the hospitalization is eligible for In addition, the
length of hospitalization is specified according to the patient's diagnosis;
extensions of hospitalization beyond the specified length of stay must be
approved by the funding agency. It is generally agreed that patients are
more acutely ill both when they are admitted to the hospital and when they
are discharged. This intensifies the work of hospital nursing staff and
transfers a large portion of acute care of the patient to the home. These
changes are bringing about two issues of major concern to citizens of
Minnesota: limited access to hospital care and increased individual
responsibility for home care.
The purpose of this research is to describe and interpret current patterns
of health care in representative sites in the Twin Cities metropolitan area,
with implications for nursing practice and recommendations to facilitate
the consumer's access to health care.
BACKGROUND OF THE CHANGING HEALTH CARE SYSTEM
Not since passage of the Medicare amendment to the Social Security
Act has a single piece of federal legislation so revolutionalized the health
care industry as has the DRG plan for prospective payment. Reimburse-
ment limitations and the emergence of a competitive environment have led
to a market-driven environment. The literature is replete with articles that
address marketing techniques, customer identification and methods to
manage hospitals more effectively.
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Institutional survival has become tantamount. Prepaid health plans in
the form of health maintenance organizations (HMOs) and preferred pro-
vider organizations (PPOs) are being advanced as methods to reduce
aggregate health care costs. The ability of HMOs to limit expenditures has
been attributed to a greater use of ambulatory services and lowered
utilization of hospital care.
The Twin Cities is often cited as a prototype of HMO activity and
competition. Six HMOs in the form of staff models, independent practice
associations, and hybrids of both types are located in the Twin Cities area.
As the HMOs mature and as competition intensifies, distinctions between
the organizational design have begun to blur. Currently, 42% of the Twin
Cities population is enrolled in HMOs with statewide expansion underway
in 76 of the 86 counties, making prepaid plans available to 95% of Minneso-
ta's residents ("HMOs to be available", 1985). Despite this expansion,
Scheier (1986) reports decreased numbers of state employee enrollment
in HMOs following the introduction of Minnesota's Blue Cross/Blue Shield
Aware Gold and Aware Gold Limited, two hybrid pre-paid plans. Scheier
quotes health policy analysts as saying "Minneapolis-St. Paul, which led
the nation in the development of HMOs in early 1980, is undergoing a rapid
realignment of its health care delivery system that may be the preview of
the future face of medical practice."
HMOs have been credited with a reduction in average costs of hospital
care. In a study of the Twin Cities between 1980 and 1983, Iglehart (1984)
attributed a 7.6% decrease in annual hospital admissions, shortened
lengths of stay (by approximately one day) and a 17.9% reduction in total
inpatient days to the competitive HMO market. Based upon figures forthe
first five months of 1985, the Metropolitan Council's Health Planning Board
reported a further decrease in average lengths of stay to 6.2 days and a
decrease in the aggregate average occupancy rate to 47.4% for across all
Twin Cities hospitals. Positive outcomes of HMO competition, as cited in a
study by Christianson & McClure (1979), were cost containment and wider
geographical access to health care.
It would appear HMOs will continue to grow and expand their share of
the health care market. HMOs have already begun to aggressively market
their services to the elderly population. Davis (1986), former Head of the
Health Care Financing Administration, reported that 65 new HMOs have
been seeking federal approval each month to receive payment for Medi-
care beneficiaries.
Preferred provider organizations (PPOs) are also a major factor in
today's health care market (Boland, 1985; Ginsburg, 1985; and Taylorand
Kagay, 1986). PPOs give employers greater control and review authority
than the HMOs and allow employees a choice in the selection of physi-
clans and hospitals from a limited list of providers willing to discount their
services (Pelletier, 1984). The employee is free to choose from other than
those preferred providers but must pay the cost difference from his/her
own funds. The Teamsters union recently announced the development of
a nationwide PPO, the first of its kind, for its members as an attempt to
drive down the costs of employee health insurance benefits ("Smart
Health-Care," 1986).
Ellwood, the originator of the health maintenance organization concept,
predicts that 20 to 40 large health care companies, or "SuperMeds", will
control the delivery of services in the near future (Vraciu, 1985). Rapid
advancements in medical technology, consumer demand and cost con-
siderations have resulted in the shift of traditional in-patient procedures to
ambulatory care settings. Some specialists predict that by 1990, 55-60% of
all operative- procedures will be performed on an out-patient basis
(Goldsmith, 1984).
Perhaps the most dramatic change has been in the movement of highly-
specialized technology to the home setting. The ability to manage
advanced disease states, rehabilitation, and maternity care in the home
has led to a redistribution of services away from acute care settings. It is
not unusual for home health nurses to treat respirator-dependent patients
or to administer multiple intravenous medications to clients. A projected
191% increase in patients receiving intravenous treatments at home will
occur between 1983 and 1988 (Editorial Board, Nursing and Health Care,
1986).
Home care is expected to grow at an annual rate of 12-20% through 1990
(Koren, 1986), attributed in part to shortened hospital stays and increased
use of out-patient surgery. The 1985 General Accounting Office (GAO)
study of Medicare patients reported increased use and complexity of
home care services for this population group.
As the aging of the population continues, there will be a greater need for
chronic rather than acute care. In a study of discharge planning for the
elderly, Robinson and Barbaccia (1982) found the service most needed by
patients but not received as that of a home health aide. They conclude that
referrals to providers of community-based health care are based more
upon reimbursement considerations than patient need for services. A
combined social and medical orientation rather than a pure medical model
is needed to address the chronic care needs of clients and to correct major
discrepancies between what clients actually need and what is reimbursa-
ble (Reif, 1984; Rogatz, 1985; Bayer, 1984).
Of equal importance is the lack of a clearly defined mechanism to guide
patients through the maze of health care services. The health care network
is confusing, highly fragmented, and poorly coordinated. It is hardly sur-
prising that situations of patients "falling through the cracks" or receiving
less than optimal care are beginning to surface in both the literature and
the media. Sharp decreases in hospital lengths of stay are resulting in
difficulty for some elderly patients to care for themselves at home (Davis et
al., 1985). Griffith (1984), director of the New York Visiting Nurse Associa-
tion, contends, "We are already beginning to see people at home, who
have been sent out of hospitals without continuing care, getting into
trouble within a few weeks and needing rehospitalization." Pennsylvania
Senator Heinz is quoted as saying "The marked increase in discharges of
sicker patients might just be the straw that breaks the backs of family care
givers without the additional support of home health and community
services" ("Family Care," 1986). Geriatric assessment teams that function
as gatekeepers and assist the elderly with obtaining necessary health care
services have been proposed as a method of assisting patients as they
move from acute care in hospitals to subacute care in the community
(Blumenthal, Schlesinger & Drumheller, 1986). Minnesota has recently
instituted an alternative care and preadmission screening department to
offer assistance to those elderly who would otherwise be placed in long
term care facilities at Medicaid's expense.
METHOD OF STUDY
Three hospitals and their satellite outpatient operations were chosen as
representative of health care delivery in the Twin Cities metropolitan area.
Hospitals are identified as the major provider of acute care services and
continue to employ the majority of registered nurses. Criteria for selecting
the sites investigated included ownership (public or private) and setting
(urban or rural). Facilities chosen were an urban public tertiary care
institution, an urban private multihospital system facility, and a private
rural community hospital. Demographic data regarding occupancy rate,
average length of hospital stay and staff ratios are found in Table 1.
Attention was focused on the changes in health care delivery that have
accompanied the implementation of prospective payment systems and the
concomitant effects on nursing practice as viewed from the standpoint of
nursing administration and staff. The intent was to describe the current
patient care situation without inference regarding the quality of care.
The purpose of the study was explained to the hospital nursing adminis-
trators by telephone and letter prior to their agreeing to participate in the
study. During the inital interview, a semi-structured questionnaire format
was used to obtain general demographic data specific to the facility and its
internal operations. In order to gain the perspective of all levels of nursing
staff, the nursing administrators were asked to identify head nurses who
they considered representative of the patient care within their facilities,
and the head nurses in turn were asked to identify staff nurses with whom
the researchers might talk. All identified nursing personnel consented to
participate in the study. Interviews with the head nurses and staff nurses
were essentially unstructured although key questions were asked of both
groups. They were asked to describe the current pattern of nursing care
delivery on their respective units, their particular role in the care, and
things that they liked or disliked about their work.
For each facility, the content of the interviews was summarized and
shared orally in a meeting with the participants of that facility for verifica-
tion of accuracy. The summaries of the three facilities were then analyzed
and compared, and a synthesis of predominant themes was compiled.
In addition to representatives of hospital nursing departments, inter-
views were conducted with home health care directors, nurses employed
by health maintenance organizations, and nurses functioning in alterna-
tive care models. A small sample of consumers were interviewed to gain
their perceptions of the health care system. Table 2 contains a complete
listing of the interviews conducted for this study.
Table 1. HOSPITAL DEMOGRAPHIC DATA; FY 1985
Type of
facility
Urban public
tertiary care
Urban private
multihospital system
Rural Private
community hospital
Size
Occupancy Rate
Length of stay (days)
Same day surgeries
(% of total
operative procedures)
Nursing
staff mix
(in FTEs)
Nurse: Patient
ratio
(day shift)
RN
educational
preparation
** Data not available
400 beds
74%
6.6
25%
RNs = 335.6
LPNs = 5.2
Aides = 39.3
1:4
1:3 (Intensive Care)
39% Assoc. Degree
26% Diploma
34% B.S.N. Degree
1% M.S.N. Degree
250 beds
59%
5.2
48%
RNs= 179.6
LPNs = 77.0
1:4
1:2 (Intensive Care)
Majority are
Asso. Degree or
Diploma
100 beds
55%
4.2
RNs = 59.3
LPNs=16.4
Aides = 10.4
1:4-6
Table 2. CATEGORIES AND NUMBERS OF INTERVIEWS
Categories _Interviews
Hospitals
Vice President/Directors of Nursing 7
Head Nurses 6
Staff urses 7
Summations 3
Home Health Care Agencies
Directors
Health Maintenance Organizations (HMO)
Nurse Representatives
Alternative Care Providers
Nurses
Consumers
TOTAL
3
3
3
5
37
Interviews of nurses in home health care were conducted in a manner
similar to those within hospital settings. The home care agencies that
provided home health care services to the study facilities included a public
health nursing organization, a free-standing corporate agency, and a
hospital-based department of home health care. Representatives were
asked to identify their current home care offerings, how consumers in
need of home care gain access to their services, how their programs are
staffed, and howthey are reimbursed. A summary was sentto each person
interviewed for verification or correction.
Of the six HMOs in the Twin Cities area, four that employ registered
nurses in various departments of their organization were chosen for this
study. Of the four, three agreed to participate. Representatives of the
HMOs were asked to describe the current and future roles for registered
nurses within their organizations as well as their impressions of the
changes occurring in the health care industry.
Consumers were interviewed either in person or by telephone and were
asked to describe their experiences with obtaining health care services
and to discuss any problems they may have confronted with gaining
access to the health care system. A total of five consumers, who were
referred to the investigators by nurses in the area, were interviewed for this
study.
FINDINGS
Nursing in the Hospital
The most apparent factors influencing the delivery of nursing care
within the current prospective payment system (PPS) are the increased
acuity of patients' conditions and decreased length of hospitalization.
These factors are a function of the approval mechanisms required by
Medicare and HMO regulations, first in terms of pre-actmission screening
and secondly in terms of permissible length of hospitalization in relation to
medical diagnosis. Patients who come into the hospital are sicker than
they were before PPSs was implemented, and they go home sooner. The
effect on nursing has been to bring about an increased density and
intensity of workload in terms of the medical regimen to be carried out.
This leaves little time or energy for attending to the psychosocial aspects
of illness and hospitalization or for teaching patients and their families
what they can expect and how to care for themselves. The emphasis is on
the medical treatments and observations that must be done while the
patient is in the hospital. Preparation for discharge must begin as soon as
the patient is admitted and is usually performed by the head nurse, a
special discharge planner, or a person designated by the HMO to carry out
this function. The staff nurses who implement the day to day care usually
have little time for discharge planning but may be involved in the imple-
mentation of plans developed by someone else.
Generally the way in which patient care is assigned is described as total
patient care, meaning that the staff nurse is responsible for the total
nursing care of assigned patients for an 8-hour shift. Total patient nursing
care includes administration of prescribed medical treatments, observa-
tion of the patients' conditions, and assistance with activities of daily living.
The staff nurse's assignment is made by the charge nurse or in some
instances by the charge nurse on the previous shift. A patient may have the
same nurse assigned to her or him over the period of hospitalization, but
there is no built-in mechanism for assuring continuity or consistency of
assignments. The nurse's preferences or other work assignments may be
the determining factors. If licensed practical nurses (LPNs) are part of the
staff, their assignments are similar to those of the registered nurses (RNs).
Nursing aides, when available, are used as assistants to the RNsand LPNs
to perform household tasks and run errands.
The head nurses' responsibilities are divided between personnel man-
agement and patient management. They have more responsibilities than
they have time to complete, but when asked, they do not want to give up
either focus of activity. The head nurses feel that they could fulfill their
responsibilities better if they had greater control and flexibility in their own
use of time.
The directors of nursing expressed a preference for an increased per-
centage of RNs on the staff. The current RN complement ranges from 69%
to 88%. This is consistent with the national trend indicated by a survey of 23
cities in which the ratio of RNs has increased from 59% to 69% of nursing
staff over the past four years, with the highest complement of RNs being
87% in Seattle ("Hospitals are hiring," 1986). The Twin Cities directors
prefer RNs over LPNs because the greater preparation makes them more
diverse in their abilities and more flexible in their ability to function any-
where in the hospital that there is a need for additional staff. The staff are
encouraged to be generalists so that they can be reassigned if necessary to
meet the hospital's needs. Often staff nurses do not know where they will
be working until they arrive at the hospital, at which time they are assigned
to a unit other than their home base. RNs are viewed as being very versatile,
and with the increasing percentage of all RN staffs, they are asked to
assume an increasing amount of non-nursing tasks (transporting patients,
cleaning equipment, serving trays), an aspect of their job that the staff
nurses identified as objectionable.
Most of the nursing staff do not work full time. The basis for this appears
to emanate both from the fluctuating needs of the hospital and the exte-
nuating demands of the job. When the census is low, administration
"requests" that nursing staff take "voluntary" days off. When the census is
high, staff are asked to work extra days and may be reassigned to other
units. The result is that the staff who are employed are working at an
intense pace and may be working in an area not of their choosing. Staff
indicate that hospital nursing is too physically and emotionally demanding
to work full time, that they need the extra time off in order to maintain their
own health. Because of their part-time status and the variation in the
number of days worked each pay period, their income varies accordingly.
Some staff, in spite of the inconvenience of not knowing when these"days
off" will occur or how much their salary will be that month, say that they
don't mind the setup because it "gives them more time with their families";
however they acknowledge that this arrangement is difficult for single
persons or heads of households because they can never be sure of a
guaranteed income and have quite a balancing act to perform in terms of
child care. The difficulty of part-time status was one of the issues of the
1984 nurses' strike in the Twin Cities. According to Bureau of Labor
Statistics reported in the June 1986 American Journal of Nursing, the trend
toward part-time employment of nurses is accelerating in several major
cities with Minneapolis-St. Paul having the second highest part-time com-
plement (65%) in the country ("Part-time accelerates," 1986).
The dissatisfactions expressed by nursing staff focused on performance
of non-nursing tasks, lack of control of their work schedule, and lack of
involvement in administrative decisions affecting their work situation.
These factors have been noted repeatedly in other analyses of nursing
practice settings (Wandelt, Pierce & Widdowson, 1981; Dear, Weisman &
O'Keefe, 1985). In spite of heavy work load, unpredictability of work
schedules and income, and lack of control of their work situation, most of
the nurses interviewed expressed a high level of dedication to their work.
There is little opportunity for advancement of nurses in the clinical role.
Advancement takes the form of moving up in the nursing administration
hierarchy. One exception was a senior nurse position at the public institu-
tion. This position permits released time for consultation with other nurses,
independent study and advancement of clinical skills but even so was
locked into a specific shift time slot. The relationship of the senior nurse to
other staff was not clearly defined.
Nursing in the Home
In response to the increasing demand for home care post-
hospitalization and for assistance with health problems of the elderly, both
of the private hospitals have established home care departments. The
urban public hospital contracts with a public health nursing organization
(PHNO) for home care services.
Staffing in the PHNO differs considerably from that in the hospital-
based home care departments. The PHNO has a full-time staff of public
health nurses (usually baccalaureate degree preparation) and home
health aides. Some of the nurses have graduate preparation in clinical
nursing specialization. The agency offers specialized team care for high
risk families, terminally ill patients and acute intravenous antibiotic treat-
ment. The average case load ranges from 25 to 60 clients.
Both of the private home care units are staffed primarily with part-time
RNs and additional on-call RNs and home health aides. Some of the
on-call nurses are hospital-based staff who are used for home care if
needed when the in-patient census is low. In one of the private home care
units, nurses function as case managers and rotate 24-hour on-call
responsibility.
All three agencies offer skilled nursing care that qualifies for Medicare
and similar third-party reimbursement. In accordance with Medicare regu-
lations, the need for nursing care in the home is dependent on medical
necessity and must have a physician's approval. Home care nurses are
responsible for assessing patients' needs for home care but are unable to
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authorize that care without a physician's approval.
The second major need, extended long-term care of chronically-ill
patients, does not qualify for Medicare benefits. This need is growing at an
accelerated rate with the increasing needs of the elderly (Mundinger, 1983;
Davis et al., 1985). Both private home care units offer extended home care
to address this need; however third-party reimbursement is not readily
available and most patients must be able to pay directly forthese services.
In some instances where patients are unable to pay, they are referred to
publicly-financed home care agencies, which have funds available from
government and charitable sources to provide long-term custodial care.
The PHNO director interviewed, however, feels that this resource is not
utilized as often as it could be.
Even though patients are usually seen within 24 hours after discharge
from the hospital, there may be a time lag in the continuity of care because
of insufficient information about the client's health care needs. For reim-
bursement purposes authorization is required on the basis of medical
necessity, and some HMOs may require authorization prior to each visit;
consequently a considerable amount of time is spent in determining reim-
bursement for services. In addition, detailed documentation of services
must be maintained to satisfy third-party payers.
Although it is apparent that many patients in the home receive medical
treatments requiring technical expertise, the directors interviewed felt that
the major emphasis of home care is on teaching patients and families how
to care for themselves. They see nurses as being the coordinators and
facilitators of health care. Characteristics deemed important in home care
nurses are ability to function autonomously, ability to assimilate and
personalize medical care to patients' situations, and good communication/
interpersonal skills. Within this context, they see a major need for profes-
sional supervision of unskilled care on an ongoing basis.
Home Care Alternative
The St. Anthony Park Block Nurse Program in St. Paul began five years
ago as an experimental program to maintain elderly in their homes and
provides a wide range of services to the elderly in the St. Anthony Park
community. It emphasizes long term care in the home, health promotion,
patient teaching and acute/custodial care. Each client has three caregiv-
ers: a nurse who is the case manager and gatekeeper, a companion who
functions as a combined homemaker/home health aide, and other volun-
teers as needed. Eighty percent of the referrals come directly from the
community. Some reimbursement for services is received from Medicare,
Medicaid, private insurors, and clients based on ability to pay; but 50% of
total program funding is provided by community foundations and corpora-
tions for services for which no other reimbursement is available (M.
Jamieson, personal communication, February 19,1986). The Block Nurse
Program received a national award from Harvard University's Kennedy
School of Government and the Ford Foundation for innovation in state and
local governments.
Nurses' Roles in HMOs
Nurses are employed in several roles within health maintenance organi-
zations: patient care coordinators, direct providers, preadmission scree-
ners/utilization reviewers, and corporate executives.
Patient care coordinators. The nurse in this position, sometimes referred
to as case manager, continuously monitors the patient's condition, collab-
crates with other health professionals in planning the patient's care and
provides information to the patient and family regarding available resour-
ces (See Table 3 for a partial job description).
Table 3. PATIENT CARE COORDINATOR RESPONSIBILITIES
• Continuous monitoring of patient care and patient record review
• Collaboration with physicians and other staff in planning for and providing health care
services
• Identification of high risk patients and assessment of patients' discharge needs
• Informing patient and family members about alternative health care, social and financial
resources
• Seeking clarification and interpretation of third-party insurance coverage for patients
• Assisting hospital personnel in discharge planning activities for patient
• Communication of discharge plan decisions to patient, family members and physician
• Coordination of referrals for patient, including patient eligibility issues
• Acting as patient advocate
The patient care coordinator interviewed saw her major responsibility as
being to assist with discharge planning for an average caseload of 30 to 40
patients per week. Most of these patients were elderly. She expressed
great satisfaction in this role, citing the autonomy with which she functions
and the contact with patients and their families as the most important,
satisfying aspect of her work.
Direct care providers. Nursing staff are employed to work directly with
patients in a clinical situation, and within this group there are varying levels
of preparation and roles. Certified nurse midwives, usually with master's
degree preparation, are responsible for a specific case load and carry
24-hour responsibility for their clients. Obstetricians are involved only if
complications occur in the pregnancy.
Nurse practitioners, either master's prepared or otherwise certified, are
each responsible to a particular physician. Their responsibilities differ
according to the clinic and specialty area in which they work. For example,
an adult nurse practitioner may be responsible for treating certain minor
illnesses and monitoriing clients with chronic diseases. Nurse practition-
ers in the obstetrics/gynecology area are responsible for routine examina-
tions, including Pap smears. Pediatric nurse practitioners monitor well
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babies and administer immunization medications as ordered.
Licensed practical nurses are employed to assist physicians by prepar-
ing patients for physical examinations, following through with specific
diagnostic tests/p raced u res, administering prescribed medications, and
performing household tasks.
Pre-admission screeners/utilization reviewers. Nurses who function as
pre-admission screeners interact primarily with physician providers rather
than clients. T-heir major role is in utilization review during hospitalization.
They monitor the patient's care to assess medical necessity and have the
authority to levy financial restraints on providers who do not comply.
Other nurses are responsible for authorizing home health care. They
make an initial assessment visit with a member of the contracting agency
to determine whether or not the case qualifies for payment. This role
contains aspects of both case management and utilization review.
In one HMO, nurses also function in a triage capacity by answering a
16-hour phone line available to members for information about their health
care questions.
Corporate management. A number of nurses hold upper management
positions in operations and marketing. These nurses usually hold dual
graduate degrees in nursing and business administration.
Consumer Concerns
The problems consumers face in the current health care system are
problems of access to the system, information about the various alterna-
tives of health care provision, and transfer from facility to facility or profes-
sional to professional within the system. The following case example
illustrates this point:
The patient, an 89-year-old man, was living at home, with his wife
of approximately the same age. He was enrolled in a HMO and is a
Veteran. He has two adult children, a son and a daughter, who is a
nurse. While the daughter was out of town, Mr. X, a known borderline
diabetic, experienced some symptoms of a stroke but was not inca-
pacitated. The next day he fell. The son called the clinic and they
instructed him to bring his father to the hospital outpatient depart-
ment. Diagnostic tests confirmed the stroke, but the physician said
that there was nothing to be done and that the family should take
"good care" of him at home. When the daughter came home, almost a
week later, she noticed that Mr. X was having difficulty with his
speech, memory loss, and difficulty walking. He was eating often,
sleeping and very thirsty. She wondered if his diabetes was out of
control.
The daughter called the physician, but his response was that she
was "handling things fine." Her father became increasingly thirsty,
irritable, hungry and weak. Finally she felt she could not manage.She
was sure his diabetes was out of control and that he was critically ill,
with Cheynes-Stokes respirations, incontinence, and drinking gal-
Ions of water. She did not get any help with the situation until she
burst into tears over the telephone and said she absolutely could not
handle the situation. The clinic staff were on strike at that time and
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she was told to take her father to the emergency room. There they
confirmed her observations and determined that Mr. X had a blood
sugar of 700 (normal = 80-120). He was admitted to the hospital in a
confused, weakened state but responded immediately to the admin-
istration of insulin, bringing his blood sugar down to 400. Hisdaugh-
ter was told that he could go home in 2-3 days. They had a nutritionist
teach him about his diet while he was still confused. The daughter
said she could not care for him at home, that he was too confused
and weak.
Eventually a representative of the HMO helped her explore transfer
to a VA hospital. This was accomplished in approximately 12 hours,
but her father was not a medical challenge and his illness was not a
service disability, and they wanted him transferred to another facility.
The physician turned his case over to a social worker for placement
in a nursing home. After two weeks, he was transferred to a VA-
approved nursing home, for which the VA will pay for six months. The
daughter had questions about his care at the VA, but felt she had to
be careful about what she complained about because she did not
want to preclude his returning there if necessary. She felt that the
placement of her father within the nursing home was not very well
thought out or individualized. He was placed on a semi-skilled unit
but needed very little care — primarily food and time orientation.
She also observed that the people in these various organizations,
i.e., the HMO, the Federal system (VA), and the State system (the
nursing home), do not know what services are available in the others.
She felt that there was no one to guide her (the patient and family)
through the maze from the hospital discharge planning nurse to the
VA social worker to a brief but ineffective visit in the nursing home
from a VA nurse.
In the meantime the daughter was taking care of her mother, who
was Uien living alone but did not want to leave her home. The mother
was legally blind, suffered from a Parkinsonian-like tremor and was
very weak (weighed less than 90 pounds).
At the end of all this, the daughter was still wondering (worrying)
whether or not she should try to bring her father home. That's what
her mother wanted, but her own energy was depleted and she herself
was suffering from tachycardia and osteoarthritis of the spine. Her
final remark was "I have to put it all together for myself and my
husband and my parents."
In situations like this, patients and their families need someone to relate
specifically to them and to assist them as they move in and out of the
myriad agencies within the health care system.
Another consumer expressed frustration with the lack of personal care
and apparent staff indifference to her situation. She felt that no one knew
the answers to her questions or cared to find out. She said she felt "lost in
the system." She summarized her concerns by recommending that con-
sumers be offered clear information about available options, that profes-
sionals be more accessible to consumers, that the link between acute and
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chronic care systems be facilitated and monitored, and that custodial
home care be made available at a reasonable cost.
DISCUSSION
The prospective payment system has ushered in an unparalleled era of
cost containment and competition among health care providers. Limita-
tions placed on hospitalization by this system have resulted in decreased
occupancy of hospitals and increased care of patients in the home. Several
of the measures employed to deal with these changes directly affect
nursing practice: increasing the emphasis on short-term high tech care,
increasing the rotation of nursing staff to different units of the hospital and
to home care according to census needs, increasing the proportion of
nurses working part-time and increasing the non-nursing tasks performed
by nurses. Nursing administrators interviewed in this study were con-
cerned about maintaining an environment in which nurses could function
in creative ways; howeverfinancial constraints were apparent as a "bottom
line" issue, particularly in the private institutions.
Changes in Hospital Nursing Practice
The inherent nature of the bureaucratic structure of the hospital
emphasizes efficiency, predictability, rules and authority. For at least two
decades nursing administrators have tried with varying success to organ-
ize nursing practice to facilitate autonomy and creativity within that envir-
onment. In the early 60s team nursing was introduced. The idea of team
nursing was to have a highly qualified nurse responsible for planning the
nursing care of a specified group of patients and for the supervision of a
team of associate nurses and nursing aides in the implementation of this
care. The team leader's responsibilities were patient care, not unit man-
agement as was the case of head nurses. The goal was to develop individ-
ualized care plans for patients and to work as an integrated team to carry
out those plans. This concept of nursing faded under the pressure of
bureaucratic priorities, and the teams reverted to the more segmented, but
efficient, functional assignment of tasks.
In order to recapture the personal nature and responsibility of the
nurse-patient relationship, which was minimized in the functional
approach, primary nursing was introduced and received widespread
endorsement as a desirable mode of practice. In primary nursing, the
designated primary nurse theoretically has 24-hour responsibility and
accountability for the nursing care of specific patients from hospital
admission to discharge. In practice, however, particularly in the current
condensed period of hospitalization, primary nursing often falls short of
the concept. There may be a lag between admission of the patient and
assignment of the primary nurse, and the short period of hospitalization
permits very little time during which the nurse can act on behalf of the
patient's needs for nursing assistance. In addition, the primary nurses in
the instances examined were not free from the responsibility of carrying
out routine procedures of patient care on a particular shift and therefore
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were limited in their freedom to relate to the patient on an ongoing 24-hour
basis.
The predominant pattern of nursing care in the study hospitals was total
patient care, meaning the staff nurse has the responsibility for the total
medical/nursing regimen to be carried out for assigned patients for a
particular shift. The focus is on carrying out delegated medical care and
assisting patients with activities of daily living. Performance of this role
requires judgment in recognizing changes in the patient's condition and in
relating the care to a particular patient's situation. The position issubordi-
nate to medicine and permits little autonomy. It is the role of a medical-
nursing technician.
Staff nurses have little or no control over when and where they work and
minimal participation in decisions affecting the patients' care. The part-
time, rotating status of the large majority of staff nurses accentuates their
tack of control over their work situation and exemplifies the segmented,
exchangeable nature of their role in patient care. They are dedicated to
high quality care of patients, but the financial constraints on the institution
require that the patient get in and out of the hospital as quickly as possible,
and nurses are complying with this objective by streamlining the perfor-
mance of these tasks. The result is that all staff nurses, regardless of their
education or abilities, function primarily as technicians. Head nurses
assume some patient care management but are occupied a large part of
the time with their unit and personnel management activities. This means
that professional nursing is all but lost.
The Need to Differentiate Professional and Technical Practice
Part of the problem is that there is no clear distinction within the present
structure of nursing practice between the roles of the nursing professional
and the nursing technician. Both team nursing and primary nursing have
specified that the team leader or primary nurse be the "best qualified"
nurse and be assisted by "support staff", but the operationalization of these
distinctions has not been clear. Fahy (1986) points out that the emergence
of the staff nursing position is a relatively recent phenomenon, paralleling
the shift of nursing education from hospitals to educational institutions,
and that the nature of the role has not been fully clarified. Schlotfeldt
(1986) emphasizes that the differences between professional and techni-
cal nursing practice "have not yet been delineated nor unequivocally
demonstrated and recognized in either practice or education arenas."
Most baccalaureate nursing programs, the current predominant pur-
veyors of professional education in nursing, claim that they prepare grad-
uatesforentry-level positions in hospitals and other agencies, namely, the
staff nurse position. Staff nurses educated at this level, however, are
frustrated by their inability to practice what they have learned. To relieve
this frustration, some nurses have sublimated their professional values
(Kramer, 1974), or they have left hospital nursing for other positions in
nursing that allow more autonomy and interpersonal involvement (Davis,
1985). Many have chosen not to practice nursing at all.
The problem is one of a mismatch of education with the expectations of
the position. The expectations of the staff nursing position are for a highly
14
skilled technician. The education needed for the position is technical
education. A 1986 Department of Health and Human Services study of a
national sample of nurses (N = 45,000) revealed that 66% of employed
nurses occupy staff positions in hospitals ("RN ranks grow," 1986). An
interesting comparison is the report that 69% of the 1,507,400 registered
nurses in the United States in 1985 were educated in either associate
degree or diploma programs (LeRoy, Iglehart & Ellwooct, 1985). This
education:position ratio appears to be a good match between the type of
preparation and job expectations.
Programs of professional education in nursing emphasize the develop-
ment of critical thinking, decision-making, and independent judgment.
Graduates are expected to be able to establish collaborative relationships
with a variety of individuals and groups. These characteristics are critically
needed in patient care, both within the hospital and the home, but are not
utilized fully in the rapid-paced implementation of medical technology that
is characteristic of the staff nurse position.
Differentiation of professional practice is beginning to occur in situa-
tions employing nurses as patient care coordinators to bridge the gap
between hospital and home care. The nursing patient care coordinator's
(NPCC) primary responsiblity is assessing patients' needs for home nurs-
ing and families' abilities to handle those needs. The NPCC serves as a
patient advocate and a liaison between the patient and other health profes-
sionals and agencies. The NPCC provides direct consultation to patients
and theirfamilies regarding the task of living with various health problems
and confers with associate nurses regarding the implementation and
evaluation of nursing care within the hospital and the home. The knowl-
edge base and interpersonal skill needed for this coordinating role are
consistent with professional nursing education.
The coordinating role performed by nurses was cited as a primary factor
in nursing in the magnet hospitals study (McClure, Poulen, Sovie & Wan-
delt, 1983) and has emerged as an important factor in maintaining conti-
nuity and quality of care in HMOs and in home care. Patients need
consistent support prior to, during and, now more than ever, following
hospitalization. In today's scene of rapid movement of patients into and out
of hospitals and the increased responsibility on the part of the patient and
their families for self care, there is a crucial need for a nursing coordinator
to assure continuity and quality of care. Fagin (1982) has lamented that
"the way in which nursing services are delivered prevents clients and
colleagues from identifying a constant, accountable, and knowledgeable
nurse provider" (Emphasis added). The nursing patient care coordinator
fills this gap.
When nursing administrators were asked what they think of a nursing
position that permits movement in and out of the hospital according to the
patient's needs, they favor the idea but find it hard to envision, possibly
because their budgets start and stop at the boundaries of the hospital.
Fortunately the restrictions imposed by the boundaries of the old isolated
hospital system no longer apply as the new conglomerates in health care
delivery encompass hospital and home and beyond. The nurse, tradition-
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ally the hub of health services within the hospital, or within the home, is
becoming an even more effective patient advocate in the corporate model
that encompasses hospital, home and other services. As a coordinator of
patient care, the nurse is accessible to the patient according to the patient's
needs and can move about in the system to assure continuity of care
between services. This service is particularly crucial from the consumers'
standpoint.
The Working Environment for Staff Nurses
Continuing to place the burden of non-nursing tasks on the nursing
staff, simply because they are there (Wandelt et al., 1981 ) and are willing to
do them for the sake of the patient (Numerof, 1978), is reprehensible. This
practice is thought by some administrators to be a way of increasiong
efficiency but is a source of great dissatisfaction on the part of nurses, a
factor which in the long run may not be efficient at all. The expectation that
the nursing staff will take on additional non-nursing tasks contributes to
"working short," a phenomenon that was examined by Prescott and her
associates (1985) in a large study of fifteen hospitals throughout the
country. Working short, the perception that there are too few or the wrong
staff mix to adequately care for patients, was associated with low staff
cohesiveness, low morale, increased errors, decreased attention to psy-
chosocial needs of patients and generally poorer quality and continuity of
care. The usual solution to the problem, the authors suggested, was to
replace burned-out staff nurses with each year's crop of new graduates.
When the cost of nursing education and the loss of nurses from the work
arena are considered, it is hard to justify adding non-nursing tasks to
nurses' already heavy workload as an efficiency measure.
A major source of dissatisfaction, as revealed in this and other studies, is
staff nurses' lack of control over their work schedule, particularly in rela-
tion to the demand that they work weekends and holidays without extra
compensation.
There is no mechanism for recognition and reward of outstanding
performance at the staff nurse level. There is little external incentive,
therefore, to continue performing this physically and emotionally demand-
ing work for an extended career.
Long-term Care
One of the biggest gaps in the delivery and financing of health care is the
fact that there is no organized plan to provide long-term supportive care.
The increasing aged population in our society and the concomitant
increase in incidence of chronic disease and need for assistance in the
activities of daily living has not been adequately addressed by the current
reimbursement system. Home care under Medicare regulations is limited
to cases of medical necessity. This rules out the assistance needed for
patients with a variety of degenerative diseases. It does not provide for
continuing care on a long-term basis either in a nursing home or at home.
Patients and families who need long-term nursing care do not know how to
obtain it, and even if they can find it, there is little financial assistance for
this kind of care. A master plan for the coordination and financing of acute
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and long-term care is desperately needed now and will become increas-
ingly imperative.
Matching Responsibility and Authority for Patient Care
The present system of reimbursement for health care services is riddled
with confusion regarding the authority for determining needed care. Med-
icare regulations specify that home nursing care must be authorized by a
physician on the basis of medical necessity rather than by a nurse on the
basis of nursing care needs. In practice, the nurse doing the discharge
planning usually assesses the patient's needs for home nursing and then
obtains the physician's approval of this plan. On the other hand, nurses are
being employed by HMOs as utilization reviewers and given the authority
to make decisions regarding eligibility for treatment based on medical
need. In practice, physicians develop the guidelines for determining
appropriate medical care, and nurses follow these guidelines in making
decisions affecting other physicians' practice. These situations set up a
continuing adversarial relationship between medicine and nursing rather
than promoting the collaboration that would yield the best possible care
for patients. It seems reasonable that medicine monitor medical care and
nursing monitor nursing care, and that the goal be the integration of the
two.
CONCLUSIONS
Within the context of the present prospective payment system the role of
the hospital staff nurse is that of a medical-nursing technician and is most
appropriately performed by RNs educated in programs emphasizing tech-
nical education. Even though the total number of positions has decreased
along with the reduction of hospital occupancy, there will be an increased
need for highly skilled technicians in critical care (Coleman, Dayani &
Smith, 1984; Andreoli and Musser, 1985), and some forecasters are already
predicting a shortage in this area. The continuing expansion of home care
will be accompanied by an increased need for RNs skilled in technical care
in the home (Editorial Board, Nursing and Health Care, 1986).
Patients and their families have a critical need for an identifiable nurse
who serves as a patient care coordinator and is accessible on a continuing
basis priorto, during and following acute care episodes. This nurse should
have a professional nursing education. The responsibilities of this position
include assessment and authorization of a patient's need for nursing care
and coordination of the services of associate nurses in the implementation
of that care. By serving as a patient advocate and liaison with other health
professionals and agencies, the nurse can assure continuity and quality of
care.
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